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24/41/75404 
Regarding "Healing of venous ulcers in an 
ambulatory care program: the roles of chronic venous 
insufficiency and patient compliance" 
To the Editors: 
We read with interest the article by Erickson et al. (J Vasc 
Surg 1995;22:629-36) and congratulate them on achieving 
a primary healing rate of 92% at a median of 3.4 months. 
This compares most favorably with previously published 
results, v3 However, we feel that a number of points warrant 
further clarification and discussion. 
The selection criteria of the patients entered into the 
out-patient based clinics excludes those with "infected 
ulcers, extensive swelling or who would not comply with 
treatment on an out-patient basis." In this way, the authors 
have excluded from the outset hose patients who present a 
clinical challenge to compression bandaging, probably 
skewing the healing rate reported in their paper. We are 
unable to assess the size of this group of patients, as we have 
not been told what proportion of patients referred fbr 
ambulatory treatment were excluded for the above reason. 
In addition, once entered into the ambulatory treat- 
ment program, how many patients were withdrawn for 
"hospital admission or surgical intervention" and what 
were the nature of such interventions? 
The management of the above two groups of patients 
needs to be carefully addressed, asthey present asignificant 
number of patients with intractable ulceration or complica- 
tions resulting from compression bandaging so frequently 
not reported on in comparative studies of compression 
therapy. The efficacy of various compression bandages has 
been extensively reported, but it is of equal importance to 
have an efficacious treatment for patients for whom com- 
pression bandaging is not the most appropriate treatment 
option. 
The authors' reliance on pneumatic tourniquets to 
identify deep and superficial reflux is unreliable, 4 and cannot 
be used to differentiate d ep from superficial reflux) Color 
duplex scanning alone is rapidly becoming considered a 
suitable "gold standard" investigation to define deep and 
superficial venous anatomy and function. 6'7 This is an 
important issue, as ulcerated limbs with accurately defined 
superficial venous reflux only may benefit from superficial 
venous urgery, s 
Contrary to previous reports, 2,a,9 the authors found no 
influence of initial ulcer size on healing rates. It is of note 
that the range of ulcers treated by Erickson et al. included 
some very small ulcers, the minimum area in this report 
being 0.04 cm 2. Even though the median area of 4 cm 2 is 
comparable to that of other groups, previously reported 
ranges of areas did not include such small ulcers? '9'1° This 
fact also must favorably influence the reported healing rate. 
We agree with the authors' feelings that "ulceration is
the most undesirable consequence of exposure to elevated 
venous pressure," but to achieve an overall success in the 
outpatient setting not only requires careful patient selection 
but, equally importantly, a comprehensive service to accom- 
modate those patients who fall outside the inclusion criteria 
of such a scheme and to accurately identify those who may 
benefit from surgery. 
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Regarding "Flush saphenofemoral ligation and 
multiple stab phlebectomy preserve a useful greater 
saphenous vein four years after surgery" 
To the Editors: 
In a recent articlc (J Vase Surg 1995;22:588-92), 
Fligelstone t al. emphasized the use of flush ligation of the 
saphenofemoral junction, also known as high ligation of the 
greater saphenous vein, a "conservative" surgical proce- 
dure that has also been supported by other authors, la 
